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INTRODUCTION
Amyloidosis is the extracellular deposition of misfolded beta fibrillary protein, and it can be systemic, localized, or hereditary. [1] Multiple myeloma is the clonal malignant proliferation of plasma cells. Usually, amyloid deposits are observed as an incidental finding in multiple myeloma patients. [2] However, rarely, they present as first lesions warranting the need to evaluate for underlying plasma cell dyscrasias. There are only a few cases of multiple myeloma coexisting with multi-systemic amyloidosis reported in the literature.
CASE HISTORY
We herein report a case of a 55-year-old male who presented with chief complaints of difficulty in swallowing solid food for 4 months and associated with indigestion. There was no history of abdominal pain/loose stools/vomiting/diabetes/hypertension. Barium swallow study performed a few months back showed normal findings. On examination, systemic findings were normal, but multiple hyper-pigmented velvety plaques and shiny papules over forehead and cheeks were noticed. Owing to the patient's age and present complaints, gastric carcinoma was suspected.
The patient was subjected to upper gastrointestinal endoscopy, which revealed inflamed mucosa in the antrum and edematous mucosa of the duodenum. Biopsy from both areas taken revealed homogenous eosinophilic deposits in the lamina propria. Similar non-concentric eosinophilic deposits around blood vessel were also seen [ Figure 1a and b]. Hence, a diagnosis of gastrointestinal amyloidosis was given.
Skin biopsies from forehead and cheeks were taken, and histopathologic evaluation revealed homogenous eosinophilic deposits in dermal-epidermal junction and around eccrine coils in dermis diagnostic of cutaneous amyloidosis.
In view of multiple organ involvement of amyloidosis, further evaluation to rule out underlying plasma cell dyscrasias was suggested. Patient came for review a month later and was referred to general medicine for a complete workup. Physical examination revealed macroglossia of tongue and purpuric lesions in neck. Systemic examination was normal. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
Laboratory investigations revealed normocytic normochromic anemia, mildly elevated 24 h urine protein, and reduced calcium level. Urine Bence Jones protein
For reprints contact: reprints@medknow.com was negative. Serum protein electrophoresis showed a positive M band. However, 2d echo showed grade 2 diastolic dysfunction. N-terminal B-type natriuretic peptide (NT-pro BNP) was elevated (1159 pg/mL). The roentgenogram of the skull was taken, which revealed a single lytic lesion. Bone marrow biopsy was done, which revealed replacement of marrow by sheets of plasma cells that accounted for about 65% as shown in figure 1c and d. In our patient, serum M band positivity was taken as an indirect test for the determination of plasma cell clonality. Biopsy from bone marrow showed features of multiple myeloma, and a final impression of primary systemic amyloidosis with multiple myeloma was given.
DISCUSSION
Amyloidosis is also known as beta fibrillosis. It is of 2 types -Amyloid A (AA) (localized) seen in chronic inflammatory disorders such as chronic inflammatory arthritis and chronic infections; and Amyloid light chain (AL) (systemic) seen due to Ig light-chain deposition secondary to plasma cell dyscrasias. [3] While the kidney is the most common organ involved in systemic amyloidosis, involvement of heart, skin, and gastrointestinal tract has also been documented. [4] Under light microscopy, amyloid appears as a homogenous extracellular eosinophilic deposit. Some of the strains used for demonstrating amyloid include congo red, which shows apple-green birefringence under a polarizing microscope, toluidine blue, crystal violet, and thioflavine. [1] Systemic amyloidosis shows characteristic perivascular deposition, which is absent in localized amyloidosis. The most common cause of systemic amyloidosis is plasma cell dyscrasias, which include monoclonal gammopathy of unknown significance and multiple myeloma. [5, 6] Multiple myeloma is the clonal malignant proliferation of plasma cells. The updated criterion by The International Myeloma Working Group (IMWG) for the diagnosis of multiple myeloma is clonal bone marrow plasma cells >10%/biopsy-proven bony or extramedullary plasmacytoma along with any one of the following: 1) Evidence of end-organ damage -Hypercalcemia (>11 mg/dl), renal failure (creatinine clearance <40 ml/min), anemia (Hb <10 mg/dl), and bone lytic lesion (1 or more) 2) Clonal bone marrow plasma cells 60% or more 3) Involved: uninvolved serum-free light-chain ratio >/= 100 4) 1 or more focal lesions in bone on MRI (size 5 mm minimum). [7] In this patient, there was more than 60% plasma cell in the marrow. He also had multisystem amyloidosis with the involvement of gastrointestinal tract, skin, heart, and also a lytic lesion of the skull bone.
CONCLUSION
The presence of amyloidosis in the gastrointestinal tract is very rare and usually occurs as a part of systemic amyloidosis.
Multiple myeloma commonly manifests with skeletal and renal involvement. In this case, the primary clinical diagnosis was gastric carcinoma, but the microscopic identification of pink amyloid deposits was crucial and leads us to detect the underlying lesion of multiple myeloma, which has even more grim prognosis than epithelial malignancy.
This case re-emphasizes the need for meticulous microscopic examination and the need to go beyond clinician's diagnosis to detect such unusual lesions.
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